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 It is important to reduce the thrombus burden to minimum during
emergency PCI for AMI patients which is guarantee for better ﬂow and
better outcome.
 5-in-6 double catheter aspiration technique is a useful way of
thrombus aspiration compared with normal thrombus aspiration
catheter in prox heavy burden thrombus situation.
 Judging from the pathology and OCT analysis we can say that normal
aspiration catheter and 5-in-6 technique catch different thrombus.
 5-in-6 technique is likely to catch larger and inﬂammation pale
thrombus.TCTAP C-004
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CMC
Relevant clinical history and physical exam. This 45-year-old male did not
have history of systemic diseases, such as hypertension, diabetes
mellitus, and hyperlipidemia. Two days ago before he visited at our
emergency room, he had severe resting chest pain. Because he had
progressive dyspnea in the following days, he went to our hospital for
help. On arrival at emergency room, he had tachypnea with respira-
tory rate about 26 times per minute. Sinus tachycardia about 130 BPM
was found. BP was 110/70 mmHg. Bilateral rales were heard.
Relevant test results prior to catheterization:1 st 2nd 3 rdCreatinine (mg/dL) 0.80CK-MB (ng/mL) 13.60 12.87 14.09High-sensitivity
cardiac troponin-T
(ng/mL)(WHO AMI
cut-off value <
0.100 ng/mL)9.78 9.92 7.90
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part
LAD: Long segment narrowing around 50% stenosis from ostium to
middle part, with dynamic narrowing at proximal part, 50% stenosis
at D1
LCX: About 73% stenosis at the ostium and 70% stenosis at proximal
part
RCA: Small caliber[INTERVENTIONAL MANAGEMENT]
Procedural step. 1. A JR4 (7Fr, SH) guiding catheter was used. 2. A
“Fielder” wire was delivered to LXC and a “Runthrough hypercoat”
wire to LAD.3.IVUS was done to characterize LM, LAD and LCX. Cor-
onary dissection and intramural hematoma was found since proximal
to middle LAD. The atheroma was localized at distal LM, proximal to
middlle LAD, and proximal LCX.4.A “Sprinter Legend” balloon
(3.5mm/15mm) was used to dilate the mLAD with 10 bars.5.A “Reso-
lute Integrity” stent (3.5mm/22mm) was deployed in the mLAD with
the distal landing zone of stent around 10-15 mm beyond the intra-
mural hematoma to prevent extension of the intramural hematoma
and to cover the atheroma at mLAD using inﬂation pressure of 12
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the pLCX with 10 bars.7.A “Resolute Integrity” stent (4.0mm/34mm)
was deployed in the pLCX-LM with 14 bars.8.A “Resolute Integrity”
stent (4.0mm/38mm) was deployed in the pLAD-LM with 12 bars.9.A
“Hiryu” NC balloon (5.0mm/10mm) was used to postdilate the LM
stent with 16 bars. 10.A “Sprinter Legend” balloon (1.5 x15 mm) was
used to open stent struts. 11. A “Quantum’ NC balloon (4 x 8 mm) was
used to dilate ostial LCX. 12. Kissing ballooning was done with
“Sprinter Legend”(4 x 12 mm) in LAD and “Quantum’ NC balloon (4 x
8 mm) in LCX. 13. The “Hiryu” NC balloon (5.0mm/10mm) was used to
postdilate the LM stent for optimization.Case Summary. In young patients without coronary risk factors, the
cause of acute coronary syndrome should be evaluated with caution.
Intra-vascular ultrasound is important in young patients and in pa-
tients with left main disease; in addition to evaluate the severity of
atherosclerosis, to check the nature of the culprit lesion is also
important. In our case, spontaneous coronary dissection with intra-
mural hematoma is the cause of acute coronary syndrome. If we not
found the presence of dissection and intramural hematoma in the LAD
and we just implanted the stent in proximal LAD, it is possible that the
dissection and intramural hematoma might extend to more distal part
of LAD.TCTAP C-005
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CSY
Relevant clinical history and physical exam. The case is a51-year-old man
with diabetes mellitus, hypertension, and smoking habit. Two days
before hospitalization, he began to suffer from progressive intermit-
tent chest pain, with radiation to left shoulder and jaw.
Relevant test results prior to catheterization. At emergent department, an
electrocardiogram revealed ST-T segment elevation atlead II, III, aVF,
and V6. Serum cardiac biomarkers were elevated (creat in inekinase:
1828 U/L, creatinine kinase MB isoform: 205 U/L, and troponin I
8.97ng/mL). Primary percutaneous coronary intervention was ar-
ranged under the impression of ST-elevation myocardial infarction
(STEMI).
Relevant catheterization ﬁndings. The left coronary angiography
revealed absence of left circumﬂex artery (LCX) and small collateral
